cularization has shown improved survival. In some of these critically ill patients, it may seem reasonable to use mechanical circulatory support devices as salvage therapy. However, they offer little benefit in reducing clinical events, and have high costs and significant complication rates. Inohara et al 2 confirm previous findings that IABPs and PVADs are being increasingly used in patients without indications for their use. Although the precise reasons for such excessive use remain to be established, misaligned financial incentives might have a role. Furthermore, continued use of IABPs may be due to established routines or treatment protocols, with commission bias tending toward action rather than inaction.
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Based on available data, the use of these invasive and expensive mechanical circulatory support devices should be critically appraised and limited because of significant complication rates associated with their use and a lack of evidence demonstrating any benefit. In the use of IABPs and PVADs, it seems appropriate to conclude that perhaps less is more.
Disparities in Time Spent Seeking Medical Care in the United States
The Institute of Medicine identifies timeliness of care as a key aspect of quality. Racial and socioeconomic disparities exist in receipt of timely appointments and interventions. Patient time burden (ie, time spent traveling to, waiting for, and receiving ambulatory medical care) is a separate domain of timeliness. Disparities in this domain have received less attention, although prior work has described inequalities in pediatric emergency department wait time 2 and racial disparities in the time adults spend seeking medical care. 3 In prior work, using survey data on time associated with medical visits, we estimated that patients incurred $52 billion in opportunity costs obtaining medical care in 2010. 4 In this article, we assessed how time associated with medical visits varied across socioeconomic variables and visit characteristics.
Methods | The American Time Use Survey data from 2005 to 2013 includes coded single-day 24-hour time diaries for 108 486 respondents 18 years and older. 5 We identified respondents reporting clinic time, or time waiting for or obtaining medical care, on their interview day. We excluded respondents reporting more than 6 hours of clinic time as extreme outliers (n = 99), and we also excluded respondents receiving care for multiple individuals on their interview day (n = 101). For the remaining respondents with clinic time (n = 3787), we determined associated travel time, or time spent traveling for care, and total time, or the sum of clinic time and travel time. We compared these time estimates with face-toface time, or time spent with a physician, collected from 2006 to 2010 by the National Ambulatory Medical Care Survey, a nationally representative survey of office-based physician visits (n = 150 022).
We used linear regression, accounting for survey design and weights, to estimate adjusted associations between total, clinic, travel, and face-to-face times and respondent or patient socioeconomic characteristics and visit characteristics. We adjusted for multiple comparisons using the BenjaminiHochberg false discovery rate method (P < .025). Using predictive margins, we present adjusted variation in time associated with examined variables. The University of Pittsburgh institutional review board approved this study.
Results | Using American Time Use Survey data, we determined that patients spent on average 123 minutes obtaining medical care, including 86 minutes of clinic time and 38 minutes travel time. Clinic time was significantly longer for racial/ethnic minorities, individuals with less education, and unemployed individuals ( Table 1) . For example, clinic time for non-Hispanic whites was 80 minutes vs 105 minutes for Hispanic individuals (P < .001). Clinic time was also significantly longer for afterhours visits. In addition, travel time was significantly longer for Indicates significance at P < .025 and was determined using false discovery method to account for multiple comparisons. c Rural or urban status was missing for 0.7% (n = 27) of respondents and were not included in multivariable model. d Income was imputed for employed individuals without reported wages (n = 330).
Letters
Discussion | Using nationally representative data, we found that total time burden was 25% to 28% longer for racial/ethnic minorities and unemployed individuals. Differences in travel time were modest relative to differences in clinic time. Face-to-face time with a physician was not longer for those with longer clinic time, suggesting that the observed differences are due to time spent in other activities (eg, completing paperwork, paying bills, interacting with nonphysician staff, and/or waiting). For individuals, excess time burden may create a disincentive to seeking care. Given that racial/ethnic minorities and unemployed persons disproportionally receive care at community health centers, 6 the differences in clinic time may reflect the struggles of these centers to manage clinical appointments efficiently, as well as the consequences of obtaining care in walk-in clinics or emergency departments where appointments are not scheduled. Opportunities to improve the efficiency of care include reengineering clinic processes to streamline visits, patient-centered scheduling, and use of electronic visits and telemedicine consultations. Our analysis is limited by the data available within the American Time Use Survey, which does not include health status, visit reasons, severity of illness, insurance status, or site of care (eg, emergency department or physician office). Additionally, neither data source allowed estimations of time spent with nonphysician health care providers, such as nurses, nutritionists, or pharmacists. Nor could we determine whether there were disparities in clinic time at individual clinics as opposed to across the health system. Despite these limitations, our results provide an important target for improving patient experience and health care system quality and equity. (n = 9097) of visits; these visits were not included in multivariable model. c Indicates significance at P < .025 (determined using false discovery method to account for multiple comparisons).
